Introduction
Diarrheal diseases continue to contribute to the major disease burden in children from low and middle-income economies, as the second leading cause of death [1] . Globally, 1.7 billion cases of childhood diarrheal cases are reported every year, resulting in an estimated 525,000 deaths of children under five years [2] . Diarrhea is also a leading cause of malnutrition in children under five [3] . Despite the impressive achievements in reducing child mortality by 69%, in 2015, governments and the development community have far to go in averting the 4.4 million deaths that have been projected for 2030 [4] . A recent systematic review on the evidence of handwashing and diarrhea prevention, reported that in Low and Middle-Income Countries (LMICs), handwashing promotion in communities prevents one quarter of diarrhea episodes with a higher effect size when soap was provided free of cost [5] . The standard practices for hand washing include before feeding a child, after defecating, or handling a child who has defecated and before cooking [6] . Specific times of hand washing have shown different outcomes of diarrhea episodes, as in a trial in rural Bangladesh where hand washing after defecation with and without soap had significantly higher odds of less diarrhea, but not before feeding a child, or after cleaning a child who had defecated [7] . Another study in rural Guatemala, reported no significant differences between intervention and control sites in self-reported hand washing practices, hygiene standards, prevalence of diarrhea and child growth following a three year water treatment and hand washing campaign [8] .
Handwashing with soap, in low income economies has been challenged, primarily due to the constraints of time when mothers are busy, and the price of soap for all family members to consistently practice the behavior at all expected times [7, [9] [10] . Only 17% of mothers with young children reported washing hands with soap after using the toilet, and 45% with water alone, in a 11-country review [11] . The objective of this study was to examine the association of mother's reported handwashing practices following community-oriented health promotion interventions on diarrhea in children under five years.
Methods
A multi-country assessment was conducted in Cambodia, Guatemala, Kenya and Zambia as part of a collaborative research study by the Johns Hopkins University, the National Institute of Public Health in Cambodia, Institute of Nutrition of Central America and Panama in Guatemala, Moi University School of Public Health in Kenya, and the Institute of Economic and Social Research at the University of Zambia. In each country four districts or sub districts were selected from the World Vision Area Development Programs (ADP), 2 of the ADPs were assigned to the intervention and two matched ADP's to the comparison arms of the study (Tab. I). Matching was based on select sociodemographic and health profiles of the ADPs. An ADP is a defined geographic area, with a population ranging from 19,000 to 25,000, where World Vision implements a range of integrated health and developmental activities for 15-20 years. These may include health, nutrition, water and sanitation, food security, education, and child sponsorship/protection. Communities in the intervention sites, received a package of interventions including; a) household level health promotion by Community Health Workers (CHWs) focusing on timed and targeted counseling during pregnancy and early childhood and b) institution and or/support of social accountability mechanisms using Community Voice and Action and Community Scorecards, designed to strengthen community to health facility linkages, enhance community knowledge of health facility entitlements and support facility performance [12] . Facility and community management councils were established or strengthened through training and supportive supervision based on the Global Fund's Community Systems Strengthening Framework in all ADP sites [13] . Communities in the comparison ADPs also received routine services from the local district, World Vision and other Non-Governmental Organizations (NGOs), including Community Health Worker (CHW) services. Household listing of all the communities in the 4 ADPS in each country was obtained. Required sample size was calculated to detect a significant difference in differences in the decline in severe malnutrition in children under-five, with a two-sided alpha of .05 (a = 0.05) and power of 80% (1-b = 0.80), factoring a non-response rate of 5% and design effect of 1.2. Using a multi-stage sampling procedure, communities were sampled in proportion to population size. Eligible households with children under five or women who had a delivery in the previous two years, were selected from each sampling unit. Standardized household survey instruments used by the Demographic Health Surveys, were modified for the study [14] . Interviews were conducted with heads of households to obtain information on socio-demographic characteristics, main source of drinking water and type of sanitation facility and food security. Subsequently, women, aged 15-49 years, who had delivered in the previous two years, or had children or were caretakers of children under five were interviewed to elicit information on reproductive history, handwashing with soap or ash and illness and preventive care-seeking practices for maternal, newborn and child health. In each household one child under the age of five years was randomly selected for the study. The sample for this study only included women who had delivered in the previous two years with a biological child under five years. Since there were variations in the sampling of children at baseline, this paper examines results from the final evaluation conducted between 2016-2017. The survey teams received training on conduct of field surveys, informed consent and confidentiality procedures for ensuring ethical standards. Household survey instruments were field tested in a neighboring community that was not part of the study site. Informed consent was obtained from all study participants, ensuring confidentiality and disclosures of risks and benefits. Data security was ensured and all standard procedures for field quality control and data management was followed during the conduct of the study. Diarrhea was defined as the mother's report of a diarrhea episode in children under five, two weeks preceding the survey. Four hand washing practices were included; after defecation, after attending to a child who had defecated, before food preparation and before feeding the child. Handwashing with soap or ash was specified. For the regression analysis, to determine the association of hand washing and diarrhea, we included key demographic, caretaker and child characteristics. Handwashing index was computed for 4 key handwashing practices; handwashing before cooking, after defecation, after attending to a child who had defecated and before feeding the child. All handwashing practices were weighted equally with a value of 1, with an index range of 0-4. Standard quality control procedures were followed for data cleaning, verification and analysis, using STATA V14.2 [15] . Deidentified data was used for analysis. We first performed a descriptive analysis of socio-demographic factors, followed by reported incidence diarrhea in children and handwashing practices. Bivariate and multivariate logistic regression models were created to determine the association between reported diarrheal Tab. I. Selected study sites in each country -districts/sub districts.
Study sites
Intervention ter, water provided by tankers or vendors, surface or rain water. Reported access to piped water was 90% in the intervention sites, and 57.7% in the comparison sites for Guatemala, the highest amongst all the countries. Intervention sites in Kenya also reported significantly higher access (21%) to piped water, compared to the comparison sites (6.3%). Access to safe water, classified based on Demographic Health Survey (DHS) definitions, was relatively high in both intervention and comparison sites for Guatemala and Zambia (83-99%), and <65% for Cambodia and Kenya (Tab. III). Ninety percent of the women in Cambodia and Guatemala reported 30 minutes or less to obtain water; the proportion for Kenya (< 54%), and Zambia (< 73%) were much lower. Intervention sites reported significantly higher access to safe water in Guatemala and Kenya (p < 0.001), and comparison sites were significantly higher for Cambodia and Zambia. Types of toilet facilities reported were shared or private or shared flush (40-60% in Cambodia and Guatemala), and traditional pit (85-98% in Kenya and Zambia). Open defecation outside the home was relatively common in Cambodia (40-48%) and Guatemala (11-19%) .
Handwashing with soap or ash before food preparation was above 75% for Cambodia and 95% for Guatemala, with much lower levels for Kenya (60%) and Zambia (45%). More than 60% of women reported handwashing after defecation in all four countries, however, handwashing after attending to a child who had defecated was much lower for Cambodia and Zambia (29-45%). In Cambodia and Guatemala, hand-washing with soap or ash was much higher before food preparation (Cambodia 78-81%, Guatemala 95-96%) than after defecation (Cambodia 59-61% Guatemala 59-70%). The trends were reversed for Kenya and Zambia where higher proportions reported handwashing after defecation than before food preparation. The results showed highly significant differences between intervention and comparisons sites for women in Guatemala, for both handwashing after defecation and attending to a child after defecation (after defecation 69.6% vs 59.4%, p < 0.001, after attending to a child who had defecated 70.7% vs 42.7%). Reported handwashing with soap or ash before feeding children was significantly higher for mothers in Cambodia, Guatemala and Kenya (p < 0.001) for the intervention sites. Except for Zambia, where the comparison sites performed better, for all the other countries the handwashing index was significantly higher in the intervention sites (Cambodia, 2.4 vs 2.2, p < 0.001, Guatemala 3.0 vs 2.5, p < 0.001, Kenya 2.2 vs 2.3, p < 0.001, Zambia 1.8 vs 2.0, p < 0.001). Almost 90% of the women in the intervention and comparison sites from all countries reported at least one handwashing practice. Based on mother's recall, report of childhood diarrhea two weeks preceding the survey was 11-12% for Cambodia, 9-10% for Guatemala, 6-9% for Kenya, and 16-20% for Zambia. Children who were below six months had a lower prevalence in all four countries. Except for Kenya (Intervention 9.9%, Comparison 6.1%, p < 0.001), there were no significant differences in diarrhea based on mother's reports, between the intervention and comparison sites in Cambodia, Guatemala and Zambia.
In the univariate regression model, gender of household head, age of mother, parity of mother, and type of sanitation facility were not significantly associated with lower diarrhea incidence (Tab. IV). Variables that were significant were included in the multivariate regression model (Tab. V). Children whose mothers were married had a lower odds of diarrhea incidence, quintile for Guatemala and those reporting less than 30 minutes to drinking water source for Guatemala, reported lower incidence of diarrhea children. One or more handwashing practices for Cambodia and Guatemala, was associated with significantly less diarrhea in children. Male children in Zambia had a higher odds of diarrhea incidence and children younger than 2 years in Cambodia and Guatemala, had a higher odds of diarrhea incidence. Safe water source and sanitation did not show any significant differences in the odds of diarrhea illness in children. Women in the intervention sites in Kenya reported significantly higher incidence in diarrhea for children (OR 1.783, [1.215-2.616], p < 0.01). Investments in community-oriented healthcare include strategies to ensure safe water sources, and appropriate sanitation facilities to prevent diarrhea in young children under five years. These water and sanitation interventions typically include health promotion at the household and community level for improving handwashing practices, as it has been evidenced to prevent one fourth of diarrhea episodes [5] . The results of the study provide some evidence of the community interventions to improve handwashing practices and reducing the incidence of reported diarrhea. ). Despite the bias in observational studies, as study participants are aware of being watched, when field workers observed food preparers wash hands before preparing the food in Bangladesh, it showed a reduction in the incidence of diarrhea in children under five years [7] .
In our study we found variations of practice based on healthcare context. For Cambodia and Guatemala, a higher proportion of women reported handwashing before food preparation than after defecation or attending to a child after defecation. However, for Kenya and Zambia the trends were reversed where a higher proportion reported handwashing after defecation. This may be due to the types of hygiene prevention interventions, 1 Safe water: piped water, (public) hand pump, covered well, protected spring, rain water and purified water for Cambodia, Kenya, Guatemala, and Zambia, and water from vendors for Cambodia, Kenya, and Guatemala. Unsafe water: open well, unprotected spring, tank/tanker water and surface water for Cambodia, Zambia, Guatemala, and Kenya, and water from vendors for Zambia.
2 0 minute if water source is within the house/plot. 3 Improved toilet facilities: private flush and shared flush. Not improved toilet facilities: traditional/modern pit, open backed and defecation in field/outside house. 4 Hand wash index (0-4): before food preparation, after defecation, after attending to a child defecation, and before feeding children.
a p-value not computed due to low sample size.
where handwashing stations were constructed beside the latrines to foster appropriate behaviors in some of the ADP sites. Caretakers in intervention sites received targeted counseling from CHWs, about the importance of handwashing practices as part of the maternal newborn and child health package of interventions. Other community oriented complimentary activities were included in the intervention package with community voice and action and community councils to improve hygiene and handwashing practices. The comparison sites also received the routine CHW services and were supported through community council activities. In a majority of World Vision ADPs, handwashing promotion is integrated especially if there are focused efforts on improving the infrastructure for safe water and sanitation facilities with handwashing stations. Community and facility councils were engaged in promoting appropriate hygiene behaviors and facilitated the construction of water pumps and shared toilet facilities in some ADPs. Hence this may have resulted in improved handwashing and other behaviors in comparison sites. Controlling for confounding factors, our study did not show a difference in the odds of diarrhea between intervention and comparison sites, except for Kenya, where children in the intervention sites showed higher odds of diarrhea. A study in rural Guatemala, which deployed community health promoters to improve water treatment and hand washing found no significant differences between the intervention and comparison sites for reported hand washing practices, hygiene standards, prevalence of diarrhea and child growth [8] . Interestingly another study in Kenya, which evaluated the effect of CHW and commu- OR: Odds Ratio CI: 95% Confidence Interval; HW Handwashing ; * p < 0.059; ** p < 0.01; *** p < 0.001.
nity unit interventions in diarrhea prevention, water and sanitation showed that there was a higher odds of diarrhea prevalence in areas where CHW performance was high [16] . Apparently CHW and community unit interventions were focused more on high diarrhea prevalence sites. As in the Kenya study, our results suggest that the CHW and community promotion strategies improved hand-washing, but did not decrease diarrhea incidence when controlled for other factors.The study from Ethiopia showed a 35% reduction in diarrheal diseases in children under five for households who received health promotion messages given continuously for six months with the distribution of soap [4] . A previous study showed decreased diarrhea incidence in these rural areas for Cambodia, Guatemala and Kenya (comparison sites only), and Zambia (intervention sites only) following community oriented interventions [17] , but did not include the effect of handwashing practices, and the sample included all children, not only those with biological mothers. It must be noted that overall hygiene in the household environment is also a critical contributor to diarrhea incidence aside from mother's handwashing practices. Recommendations for handwashing at all four times, may not be feasible as reported in other studies [7] , but health promotion messages could emphasize washing hands before food preparation and after defecation or attending to a child who has defecated. To enhance the effectiveness of handwashing interventions, washing hands only at the most critical times, to interrupt pathogen transmission, and promoting handwashing with water alone has been recommended [7] . Similar to another study in Bangladesh, where women were questioned about handwashing with soap or ash, in our study a higher proportion of women in Kenya and Zambia reported handwashing after defecation, than before preparing food [7] . This practice was the reverse for Cambodia and Guatemala, where a high percentage reported handwashing before food preparation than after defecation. A dose effect was observed with the number of reported handwashing practices and diarrhea incidence for Cambodia and Guatemala as in the Bangladesh study [7] . Sources of water for drinking differed between countries, and there was also a wide variation in use of safe sanita- tion facilities. A binary variable of safe and unsafe water and sanitation source was computed in the multivariate regression model and showed no significant differences in the odds of diarrhea illness in children. Another study from Guatemala, also reported no significant findings of home water treatment and diarrhea incidence but reported a reduction in diarrhea incidence of 20-22% when household members reported consumption of bottled water for drinking [18] . Diarrhea incidence among children without access to piped water was reported at 32.2% in the same study. Our findings showed that mothers from both intervention (90%) and comparison (57.7%) sites reported very high levels of piped water in Guatemala, compared to other countries. This may have resulted in reduced diarrhea incidence as reported in other studies [19, 20] . Mothers in Guatemala who reported 30 or more minutes to fetch water, had twice the odds of diarrheal episodes, but this was not significant for other countries, though higher levels were reported. Minutes to fetch water was reported to be a key factor associated with diarrheal incidence in children in a study in Ethiopia [21] . Diarrhea incidence in households with sanitation infrastructure was reportedly lower than those with no infrastructure in the Guatemala study [18] . In this study, Private flush facilities, was reported by 42% of the mothers in the intervention and by 32% in the comparison sites, which could have also reduced the illness incidence. However, the multivariate model showed no significant differences in the odds of lower diarrhea incidence when mothers reported improved sanitation.
Relative to other studies, showing a decline in diarrheal incidence in older children [7, 16] , this study showed children under 2 years had higher odds of diarrhea. Though a significant effect was only evident for Zambia when controlled for other factors, male children had higher diarrhea incidence than female children. This observation was also reported in other studies in Guatemala, Kenya and Ethiopia, hypothesizing that male children have greater environmental exposure, than female children [16, 18, 21] . Unlike other studies reported in the literature on hand washing, we did not perform structured observations of hand washing practices [7] , as biases can be introduced due to direct observations. Water storage and water treatment practices have been shown to be predictors of diarrheal illness, but these measures were not included in our study [8, 21] . The cross-sectional study design could be another potential limitation, as causal relationships cannot be determined. However, a study in Burkina Faso reported consistent handwashing practices of mothers whose children had defecated, following repeated measures on different days [22] . The data only included biological mothers and child pairs, and patterns of diarrhea incidence could have been different for children who did not have biological mothers. It must be noted that child feeding especially for children under two years is performed by other members of the family and not just the mothers. Hence these results suggest that health promotion interventions need to be directed to the broader community and other family members.
Child's diarrhea episode was based on mother's report and not defined by three or more loose or watery stools in 24 hours or blood in stools. The recall period of 2 weeks may have introduced another source of bias, unlike the study in Guatemala where the recall period was 48 hours [8] . Although not feasible, given the minor variations in protocols, a difference in difference analysis, controlling for baseline values would have provided true effects of the intervention. We did not control for malnutrition, which has been shown to exacerbate diarrhea episodes [23] nor was the analysis controlled for breastfeeding practices which has been shown to be a protective factor in some studies [24] [25] [26] [27] . Household and personal hygiene, and water storage facilities were also not included in the assessments. We focused on handwashing with soap/ash similar to the study from Ethiopia [21] . We did not enquire about handwashing alone, without soap/ash, which may have provided additional evidence on handwashing with water, as soap is an expensive commodity for most rural communities in low and middle-income economies, though ash may be more readily available. Point-of-use water treatment has shown significant reduction in diarrhea incidence in some studies, which may be another limitation in the safe water construct used in this study [28, 29] .
Conclusions
Based on the 2010 World Health Organization (WHO) and United Nations Children's Fund (UNICEF) report, it is estimated that 900 million people worldwide lack access to improved drinking water [30] . To compliment the health intervention strategies to improve service utilization for basic maternal neonatal and child health, World Vision embraces the sustainability development goals for comprehensive development and provides a platform for multidimensional development strategies, including the construction of water pumps, safe sanitation facilities, promoting hand washing and hygiene practices to enable healthy behaviors, and mitigate the burden from preventable illnesses such as diarrhea in rural communities. Community oriented strategies through CHW and social accountability mechanisms foster healthy behaviors, as the study showed significantly higher handwashing index in all intervention sites, except for Zambia.
